OptimaHealthEB“

4417 Corporation Lane

Virginia Beach, VA 23462 Enrollment Application
(757) 552-7401

TIPS FOR COMPLETING YOUR ENROLLMENT APPLICATION

If you are enrolling your spouse or your children, read this first!

The following situations require that you provide additional information or documentation so that
your spouse, or your children up to age 26 can be enrolled in your health plan. Without this
information your enrollment and 1.D. cards may be delayed.

Continuation Of Coverage For Children With A Disability:

Children over age 26 with a mental or physical disability will continue to be eligible for coverage.
You will need to include a written statement from the child’s physician with this application. Call
member services for additional information.

Check your application carefully to be sure all birthdays and Social Security numbers are
correct.

Please make sure to include birth dates and Social Security numbers for each person who will
be covered under the Plan.

Notice of Special Enrollment Opportunity for Children under Age 26.

Children under age 26 whose coverage ended, or who were denied coverage (or were not
eligible for coverage), because the availability of dependent coverage of children ended before
attainment of age 26 are eligible to enroll in your Optima Health group plan. You may request
enrollment for such children for 30 days from your group effective date. Enrollment will be
effective on the first day of your Optima Health group coverage. For more information contact
Optima Health member services.

Notice of Lifetime Limits and Opportunity to Enroll

Lifetime limits on the dollar value of benefits under Optima Health no longer apply. Individuals
whose coverage ended by reason of reaching a lifetime limit under the Plan will have an
opportunity to enroll in the Plan. Individuals have 30 days from your group effective date to
request enrollment. For individuals who enroll under this opportunity, coverage will take effect
not later than the first day of the Plan coverage effective date. For more information contact
Optima Health member services.
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Clear Form
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- aa Sentara Health Plans, Inc
ptlma ea 4417 Corporation Lane Virginia
Beach, VA 23462
(757) 552-7401 (877) 552-7401

Coordination of Benefits Information Page

* Please retain a copy of this coordination of benefits page for your records.

Applicant’'s Name: Soc. Sec. #:

NOTE: Complete section 1 and section 3 if you have additional
commercial insurance.
Complete section 2 and section 3 if you have Medicare.

Date of Birth:

| SECTION 1 (Commercial Insurance)

Name of other Insurance Company:

Address:

Phone Number:

Policy Number: Effective Date:

Employer:

Group Number:

Policyholder’'s Name:

Birthdate:

List family members covered by this insurance:

| SECTION 2 (Medicare Information)

Applicant: Claim#:

Hospital Insurance (Part A) Effective Date:

Hospital Insurance (Part B) Effective Date:

Are you retired: Retirement date:

Yes O No O

Spouse: Claim#:

Hospital Insurance (Part A) Effective Date:

Hospital Insurance (Part B) Effective Date:

Are you retired: Retirement date:

Yes O No O

[ SECTION 3

| hereby certify that except as reported above, no service or payments are provided or are recoverable through any
other group insurance or service plan.

Signature of Applicant: Date:
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FOR PLAN USE ONLY
s Subscriber #:

OptimaHealthg' Date: Enrollment Application

www.optimahealth.com DVantage
[1 Plus

IMPORTANT: Incomplete information will delay enroliment. Please use a ball point pen, press firmly and print clearly.

To be completed by employer Group No. Sub Group No.
(For Office Use Only) (For Office Use Only)
O NEW Qpen Enroliment OContinuation of OC.O.B.R.A. ODCP or Demographic Change
Coverage
O Cancel All O Add Dependent/Spouse O Cancel Dependent/Spouse O Reinstatement
Employer Effective/Expiration Employee’s Social Hire
Name: Date of Coverage: Security No. Date:

TO BE COMPLETED BY EMPLOYEE- (PLEASE PRINT LEGAL NAME)

Last Name: First Name: Middle Init.
Address: Primary Language:
City/State/Zip:

Primary Phone: ( ) Secondary Phone: ( )

dditional Coverage-

REQUIRED INFORMATION TO BE COMPLETED BY EMPLOYEE FOR ALL PERSONS LISTED BELOW.

Will any of the persons listed below have any other medical health insurance in addition to this Group Health Plan, when this coverage
takes effect? Yes No

If Yes, please complete Sections 1, 2, and 3 on the Coordination of Benefits form attached.

Section 7 Communication-

Please select the method in which you would prefer to receive communications from Optima Health.

Electronic

Email Address: (Required)

EOBs: Explanation of Benefits

SBC: Summary of Benefits & Coverage

Other Communications: Newsletters etc.
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section 8 Please list below all persons to be covered by the enrollment application. Choose a primary care physician (PCP) by
consulting the online provider directory or you may call member services. You may choose a different primary care physician for each
member of your family. You may choose a pediatrician as a PCP for children. Although referrals to see specialists are not required, we will
need your choice of both a primary care physician and location in order to process this application.

cstame | rrsianew | oectent [W] mancae T o
SELF I DR.
SPOUSE . DR.
CHILD ;o DR.
CHILD ;o DR.
CHILD ;o DR.
CHILD . DR.

IF ADDING TO POLICY, DATE OF QUALIFYING EVENT (BIRTH, MARRIAGE)

Section 9 o
uthonzatlon—

I am applying for coverage for myself and the family members listed, and agree that once enrolled | and my family members will abide by the
provisions of coverage in the Group Health Plan Summary Plan Description. This Plan is administered but not underwritten by Sentara
Health Plans, Inc which does business as Optima Health.

| understand that misrepresentation in answering questions on this application, or non-payment of premiums may result in loss of
eligibility for coverage under the Group Health Plan.

| authorize any physician, hospital, pharmacy, or other provider of health services or supplies, to disclose to Optima Health medical and
other information related to eligibility for coverage or a claim for benefits relating to the individuals specified on this application. | also give
Optima Health the right to receive from, and release information to, other insurance companies needed to administer coordination of
benefits (COB) provisions under the Group Health Plan Summary Plan Description.

I understand that Optima Health upon receiving information may use it to evaluate eligibility for coverage, a claim for benefits, a request for
change in policy benefits, or administer COB. This Authorization shall not extend to the disclosure of a provider's notes taken during
psychotherapy sessions that are maintained separately from the rest of the provider's medical record.

Any information received by Optima Health pursuant to this application is subject to restrictions on disclosure to others as set forth under
state and Federal laws. | understand that there is a possibility of redisclosure of any information disclosed pursuant to this Authorization
and that information, once disclosed, may no longer be protected by federal rules governing privacy and confidentiality.

| understand and agree that no benefits shall take effect until this application is received and processed by Optima Health and an
Optima Health ID card with an effective date of coverage has been provided.

| understand that it is my responsibility to report and verify to the Group Health Plan Administrator any change in the eligibility of myself or
my covered family members. If requested, | agree to supply acceptable documentation. | also understand that | am obligated to pay
applicable copayments, coinsurance or deductibles at the time services are provided according to the terms and conditions.

| certify that | have maintained a copy of this completed application for my records. | further understand that | or my authorized
representative may receive a copy of this application upon request. | agree that a photographic copy of this authorization shall be as valid
as the original.

| understand that, for the purpose of collecting information in connection with this application, this authorization is valid for 30 months from
the date of my signature; and for the purpose of collecting information in connection with a claim for benefits this authorization is valid for the
term of coverage of the policy.

Signature of Applicant Date

Benefit Administrator Date
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Optimallealth™

Notice Informing Individuals About Nondiscrimination and Accessibility Requirements
Discrimination is Against the Law

Optima Health complies with applicable Federal civil rights laws and does not discriminate
on the basis of race, color, national origin, age, disability, or sex. Optima Health does not
exclude people or treat them differently because of race, color, national origin, age, disability,
or sex.

Optima Health:

e Provides free aids and services to people with disabilities to communicate effectively
with us, such as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats,

other formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, contact:
Peggy Baker, Civil Rights Coordinator
4417 Corporation Lane, Virginia Beach, VA 23462
757-552-8839, 757-552-7440 (Fax)
PABAKER@sentara.com

If you believe that Optima Health has failed to provide these services or discriminated in
another way on the basis of race, color, national origin, age, disability, or sex, you can file a
grievance with:

Donna Pillatsch, Director of Compliance and Section 1557 Coordinator

4417 Corporation Lane, Virginia Beach, VA 23462

757-552-7485, 757-552-7116 (Fax)

DHPILLAT@sentara.com

You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, Donna Pillatsch (above) is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human
Services, Office for Civil Rights, electronically through the Office for Civil Rights
Complaint Portal, available at https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or
phone at:  U.S. Department of Health and Human Services

200 Independence Avenue, SW Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.



https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

Optima Health Alternative Language Options for Notices and other Written Information

English: This Notice has Important Information. This notice has important information about your application or coverage through Optima
Health. Look for key dates in this notice. You may need to take action by certain deadlines to keep your health coverage or help with costs.
You have the right to get this information and help in your language at no cost. Call 1-855-687-6260.

Ambharic:

£V T0FOEE MFT, a°LE hAD-:: LY TIAFOEL (A TIPANFP ORI° (0ptima Health Ahd AATLTCPT (47 Pl avl8 AA@-:: (HY “I0FOES
AL POFT RAG PP PORTT Q0rt@ i 8m.G U472 T ATINPMA OLI° O P47 ATITH ATLFA (HOANT PLH 180T ACIPE PO A LALADP LTAA::
0P 7R PATOII° h&f LU avlB° (P £.96 997 T+ av(1t AAPH:: 1-855-687-6260 L.L.M-(-x

Arabic:
oe &l Optima Health M\ u.mU\ 4S5 el Gl alall ddasdl) C.qh).u }\ clllay Glati daga Cilaslaa e jUady) 12a TEN 3.«@.;: uhjhauh el 1 S5y

dﬂ\d:.\l_’ uﬂ&\éam‘_m&r_JW\J\M\M\@D}‘_&_\:LM@@\m\ﬂ\d;&;dﬁ;\y\&\d&\é\cb&ms‘)LL;Y\ \M‘;w‘)h J‘_,J\
Jlasy) @):: Ay Lﬁ\ O eliady sac Lusall g e glaall 028 e J 0uaall]-855-687-6260

Bengali/Bangla:

R fFEfFE I ¥ @ER 9% S@I Optima Health (P51 (1) -98 MY O Wi ] IR 7731E I FONESH
ST AR ©F @A AR fate Say FAT ST SIRACE (7 e ArEE (@Y FoEe I0F A/E O Al
lGI]

AT TFer Med & I foaw 8 SEig oy 3§ 7 939 FEe ®e NE| {6 3@s A Neery 12 oY aR%
SRS MSTE fINFE A @IRI. FT 1-855-687-6260.

Chinese (Mandarin):

BEAMEAEERER. AMAG A X T Optina Health HIESCfRIG Y F A5 E, THHFANE B ASH A1 CHE 10T, SA855 S i 30
ZATRIH R T3], DI PR R AES ) PR Ak S AT 5%, AR TR R, S AR S AR IS B b e,y DA S BRI A Ry
HscAR D, GEHETE S 1-855-687-6260.

French: Cet avis a d'importantes informations. Cet avis a d'importantes informations sur votre demande ou la couverture par l'intermédiaire
de Optima Health. Rechercher les dates clés dans le présent avis. Vous devrez peut-étre prendre des mesures par certains délais pour
maintenir votre couverture de santé ou d'aide avec les colts. Vous avez le droit d'obtenir cette information et de I'aide dans votre langue a
aucun co(t. Appelez 1-855-687-6260.

German: Diese Benachrichtigung enthélt wichtige Informationen. Diese Benachrichtigung enthalt wichtige Informationen bezlglich lhres
Antrags auf Krankenversicherungsschutz durch Optima Health. Suchen Sie nach wichtigen Terminen in dieser Benachrichtigung. Sie kénnten
bis zu bestimmten Stichtagen handeln miissen, um lhren Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben das
Recht, kostenlose Hilfe und Informationen in lhrer Sprache zu erhalten. Rufen Sie an unter 1-855-687-6260.

Hindi:

T AT | Age PR SIHIET fRga §1 =8 G971 § Optima Health FHTE TH F AT TG IT FaLT H L § Fge 0N T fogd 1 =9
AT | fgd Age aqure oot & 36| STl AT F a7 ST € a1 T T FaLol L@ AT GEIAdT & (or0, fTsard 9 HH01 § Fars Hieed
Rl

STEYA Bl T | TR e o7 R AT et AT § 9 S ST HgIAar & ST FA w1 ATHE gl Hi 1-855-687-6260

Ibo: Okwa a nwere Ozi Di Mkpa. Okwa a nwere ozi di mkpa maka akwukwg anamachoihe ma o bu mkpuchi gi sitere na
Optima Health (Ahuike Optima). Choo ubochi ndi di mkpa n'okwa a. I nwere ike ime ihe tupu ufodu ubochi iji dowe mkpuchi
ahuike gi ma o bu enyemaka n'ugwo. I nwere ike ikike inweta ozi ha enyemaka a n'asusu gi na akwughi ugwo o bula. Kpo
1-855-687-6260
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Kru/Bassa: Naum po wudu na ke kpa de mit. D mo de kpa de 64 ni dyi kana-kana dyi dé Optima Health mu. Mo ti kpa de 6¢ ni dé naum po
wuduo mu. Mo ti kpa de b¢ ni dé ndum po wuduo mi. M b¢ dé be m ké naum po poo o0 mu po6 dyi. D ju ké m dyi de bea nyuen, m widio mu bi di
dyi. Wa 6i di be wa ke naum p6 wudu na ke Baso wudu mu po. Sebel 1-855-687-6260.



Navajo: Dii saad iliinii baa hane’. Naaltsoos-ni’iinittsoozigii éi doodago kwe’é Optima Health nik’é€’ésti’'igii bina’iditkidgo dii
kwe’é hazho’6 baa akoninizin dooleet. Yootkaat yéedgg' nich’j’ é’élyaago bika’igii hadidii’jjt. Dii niké’ésti’igii éi doodago béeso da
bee nika a’doowotigii bikaa’'go da at'ée dooleet ako t'aadoo bee e’e’aahi baa yitkaahgo tsxijjigo hasht’e diiliit nii da dooleet. Bee
haz'aanii hélo dii két'éego yaa halne’igii bee nika a’doowotgo dé6 t'aa nizaadk’ehji bee nit hodoonih taadoo bgah ilini. ‘Atah an¢
t'’igii bee baa ‘4hay4agéé bich’| bibéésh bee hane’i hwéédilni. 1-855-687-6260.

Persian/Farsi:
aadle) ) 302l ) sie K sl g 4y Cawl Optima Health Gy 5 el ol s 500 )l )3 (cage CleDUal (5 sl dpadle ) () ol aga oMl 5 gla dadle) )
O B i 513558 5 G 0l Ol Lad 55 CSaS Lo 4 U 4l 3o Laday) 5 5o L 35 Jaia ()5 day (5 U5 0i€ 2181 (alis ) e i 55 00 3L o 3Y Cand (San 258 i
6260-687-855-1 .S il )y I8 oy sem ds 5 Gliasa gl 4 1) 5o Seial y i K 5 e S

Russian: B gaHHOM yBefoMeHUM COAEPKUTCA BaXKHAA MHOPMaLMA. B JaHHOM yBEAOMIEHUM COLEPKUTCA BaXKHanA MHPOpmMauusa o
Baluei 3aABKe UM CTPAXOBOM NOKPbITUM B KOMNaHum Optima Health. O6paTuTe BHUMaHWeE Ha BaXKHble AaTbl, YKa3aHHble B AaHHOM
yBefomaeHun. Ecnun Bbl xoTUTe NpoAonKaTb N0/b30BATLCA MeA,.CTPAaXOBaHUEM UM NOYUYUTb MOMOLLb C ONNATON, BOSMOXHO, Bam
noTpebyeTca NPUHATL pelleHmMe 40 onpeaeneHHon Aatebl. Y Bac ectb npaso Ha becnaaTHoe nosiydyeHue AaHHOW MHGOPMALLMKM U MOMOLM Ha
poAHOM fA3blKke. 3BOHUTE no TenedpoHy 1-855-687-6260.

Spanish: Este Aviso contiene informacidn importante. Este aviso contiene informacidén importante acerca de su solicitud o cobertura a
través de Optima Health. Preste atencidn a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida antes de
determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir esta informacién y ayuda en
su idioma sin costo alguno. Llame al 1-855-687-6260.

Tagalog: Ang Paunawang Ito ay Naglalaman ng Mahalagang Impormasyon. Ang paunawang ito ay naglalaman ng mahalagang
impormasyon tungkol sa inyong aplikasyon o saklaw sa pamamagitan ng Optima Health. Hanapin ang mahahalagang petsa na nakasaad sa
paunawang ito. Maaaring kailanganin ninyong gumawa ng hakbang bago sumapit ang ilang partikular na takdang petsa upang mapanatili ang
inyong saklaw na pangkalusugan o tulong sa mga gastusin. Mayroon kayong karapatan na matanggap ang impormasyong ito at makakuha ng
tulong sa inyong wika nang walang bayad. Tumawag sa 1-855-687-6260.

Urdu:
G 7 e G - 2smse g Ml ) e s S musS a0 S Optima Health b sl 533 (oS G (o G55 04 - 25990 831 ol (e 6l 0
s S &Y gl a8 (Sl ASE G (S (S8 a0l U s O 5YES (a gaadia nS 55 e o S oS O O S g i
6260-687-855-1 s <l Gl (e Ol ) S oA S s ) Gl SS el Gl Gl gy e Sl

Viethnamese: Théng bao nay cé théng tin quan trong. Thong bdo nay cé théng tin quan trong vé don ding ky hodc vé bdo hiém cla quy vi
théng qua Optima Health. Quy vi hdy xem nhi*ng ngay quan trong trong théng bdo nay. Quy vi cé thé can dua ra hanh ddng truwdc ngay hét
han cu thé dé duy tri bao hiém strc khde clia quy vi hodc ho trg thanh toan cho cac chi phi. Quy vi cé quyén nhan duwoc thong tin va su hd tro
nay theo ngdn nglr ma quy vi mudn ma khdng phai trd thém chi phi ndo. Xin goi s6 1-855-687-6260.

Yoruba: Akiyesi yii ni Alayé Pataki. Akiyeési yii ni alayé pataki nipa ohun ti o béére fun tabi gbigba itdju nipasé Optima Health. Wo awon 0jo
t6 se kokd ninu akiyési yii. O e nilo I1ati gbé igbése nipa gbédéke kan lati sétdju ilera re tabi seranw ¢ nipa iye owé. O ni eto lati gba alayé yii
ati iranwé yii ni eédé re ldisan owd. Pé séri 1-855-687-6260.
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